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 9 000 INITIAL COMMENTS  9 000

A relicensing survey was conducted by the Office 

of Health Care Assurance from August 24, 2021 

to August 25, 2021.  The facility was found not to 

be in substantial compliance with Title 11, 

Chapter 99, Subchapter 1, Small Intermediate 

Care Facilities for Individuals with Intellectual 

Disabilities.  

Survey Census:  3

 

 9 151 11-99-15(b) INFECTION CONTROL

There shall be appropriate policies  

and procedures written and implemented  

for the prevention and control of  

infections and the isolation of  

infectious residents.

This Statute  is not met as evidenced by:

 9 151

Based of observations, interviews, and record 

review, the facility failed to ensure the 

implementation of appropriate protective and 

preventative health measures to control the 

spread of communicable diseases and infections.  

Findings include: 

1) On 08/24/21 at 08:30 AM, upon entering the 

facility this surveyor observed more than 10 staff 

and contract vendors standing within 1-2 feet of 

each other outside the facility's main entrance 

door.  Vendor (V)1 was not wearing a mask and 

V2's mask was pulled down under his chin, 

exposing his mouth and nose.  Inquired with V1, 

V2, and the staff regarding V1 not wearing a 

mask and V2 not wearing a mask appropriately.  

V1 stated the group was outside, however, they 

were not observing appropriate distancing 

between individuals.  
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At approximately 09:00 AM, observed V2 walking 

from an area in the main office where multiple 

clients were located.  V2's mask was pulled down 

around his chin, exposing his mouth and nose.  

When V2 saw this surveyor, he pulled his mask 

up and covered his mouth and nose.  

Observed V2 at approximately 12:30 PM, in the 

main office, standing approximately 1-2 feet away 

from multiple staff and approximately 4 feet from 

a Client (C)7 who lives in another house and 

works at the main office as a screener.  Once 

again, V2's mask was pulled down under his chin, 

exposing his nose and mouth.  Registered Nurse 

(RN)1 also observed V2's mask under his chin 

and confirmed V2 was not wearing the mask 

appropriately.  V2 was counseled and informed a 

mask should be worn appropriately.   

Immediately after addressing V2, RN1 and this 

surveyor observed Staff (S)1 walk into the 

employee kitchen area without a mask on and 

was not eating or drinking.  RN1 confirmed staff 

was not implementing proper infection control 

practices and immediately informed S1 that staff 

are expected to always wear a face mask, unless 

staff are actively eating or drinking.      

2) During observations at House 3A on 08/24/21 

at 3:26 PM, observed an article of clothing (either 

pants or shorts) in a basin located in the laundry 

room.  Inquired with Staff (S)3 about the clothing 

in the basin.  S3 stated Client (C)3 had an 

accident (soiled both urine and feces).  At 3:40 

PM, S3 entered the laundry room and proceeded 

to rinse out the soiled clothing in water and was 

not wearing gloves.  On 08/25/21 12:05 PM, 

shared observations with RN1.  RN1 confirmed at 

minimum, S3 should have worn protective gloves 
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while handling soiled clothing.   

3) On 08/25/21 at 09:40 AM, upon entering the 

facility's main office, observed V3 and V4 enter 

the facility's main office with a facility staff.  

Observed C7 take V3 and V4's temperature, 

however, they did not answer the facility's 

screening questions and did not properly sign into 

the facility.  Inquired with C7 if the two vendors 

signed in and answer the screening questions.  

C7 stated "No they did not but they probably 

should have".  Reviewed of the sign-in book 

further confirmed V3 and V4 did not sign-in 

appropriately.  C7 then proceeded to complete 

the screening process with V3 and V4.  During an 

interview with RN1 on 08/25/21 at 12:05 PM, 

shared observations with RN1.  RN1 confirmed 

all visitors are required to properly sign-in and be 

screened for signs and symptoms of COVID-19 

before entering the facility
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